This study was designed to test the feasibility and child clinical outcomes for group-based trauma-focused cognitive behavior therapy (TF-CBT) for orphaned children in Tanzania. There were 64 children with at least mild symptoms of grief and/or traumatic stress and their guardians who participated in this open trial. The TF-CBT for Child Traumatic Grief protocol was adapted for use with a group, resulting in 12 weekly sessions for children and guardians separately with conjoint activities and 3 individual visits with child and guardian. Using a task-sharing approach, the intervention was delivered by lay counselors with no prior mental health experience. Primary child outcomes assessed were symptoms of grief and posttraumatic stress (PTS); secondary outcomes included symptoms of depression and overall behavioral adjustment. All assessments were conducted pretreatment, posttreatment, and 3 and 12 months after the end of treatment. Results showed improved scores on all outcomes posttreatment, sustained at 3 and 12 months. Effect sizes (Cohen's d) for baseline to posttreatment were 1.36 for child reported grief symptoms, 1.87 for child-reported PTS, and 1.15 for guardian report of child PTS.
not know how to help the child with this sadness (O'Donnell, Nyangara, Murphy, & Nyberg, 2008) . The psychological consequences of parental death can be exacerbated by the nature of the death, other life changes, stigma, separation from siblings, and other potentially traumatic circumstances (Andrews, Skinner, & Zuma, 2006; Kaplow, Howell, & Layne, 2014; Whetten et al., 2011) .
Terms used for bereavement-related symptoms that impair a child's daily functioning include maladaptive, traumatic, complicated, prolonged, persistent complex bereavement disorder, and others (American Psychological Association [APA], 2013; Cohen, Mannarino, Greenberg, Padlo, & Shipley, 2002; Maercker & Lalor, 2012; Melhem, Moritz, Walker, Shear, & Brent, 2007; Nader & Layne, 2009 ). Here we use maladaptive grief to capture symptoms of grief and distress that persist after 6 months (APA, 2013; Kaplow et al., 2014) .
WHO guidelines recommend "structured psychological interventions" (Tol, Barbui, & van Ommeren, 2013, p. 478 ) for bereavement and cognitive-behavioral therapy (CBT) with a trauma focus for PTS (WHO, 2013) . Trauma-focused CBT (TF-CBT) has a strong evidence base (i.e., approximately 14 prior randomized controlled trials) and the flexibility to address both PTS and maladaptive grief (Dorsey, Briggs, & Woods, 2011) . Our work builds on two studies in the United States for TF-CBT for childhood traumatic grief (TF-CBT for CTG) delivered individually (Cohen, Mannarino, & Deblinger, 2006; Cohen, Mannarino, & Knudsen, 2004; Cohen, Mannarino, & Staron, 2006) . The grief-based protocol for TF-CBT (see Table 1 ) has not been tested in LMICs or developed for group delivery.
There are growing numbers of studies on EBT in LMIC, though most focus on adults (e.g., Bass et al., 2013; Bolton et al., 2003; Patel et al., 2010; Rahman, Malik, Sikander, Roberts, & Creed, 2008) . Three address TF-CBT with children in LMIC. The first, an open trial in Zambia with children exposed to a range of traumatic events, was an individual intervention associated with reductions in PTS (Murray et al., 2013) . The second, a randomized controlled trial (RCT) in the Democratic Republic of Congo (DRC) with war-exposed and sexually exploited female adolescents, was group-based and was associated with reduced PTS, depression, anxiety, and conduct problems (O'Callaghan, McMullen, Shannon, Rafferty, & Black, 2013) . The third, an RCT in the DRC using group TF-CBT with former child soldiers and other war-affected boys was effective in reducing PTS and psychosocial distress (McMullen, O'Callaghan, Shannon, Black, & Eakin, 2013) .
The present study was an open trial set in the urban town of Moshi, Tanzania and in the surrounding rural area. It was designed to develop a group protocol for TF-CBT and to examine the feasibility and clinical outcomes for children with symptoms of grief and/or PTS sustained at least 6 months after parental death. The primary child outcome measures were indicators of child grief and PTS. Secondary aims addressed child depression and overall behavioral and emotional well-being. Study goals also included demonstrating that lay counselors could learn and deliver the intervention and that child and guardian would find the intervention acceptable.
Method

Participants and Procedure
Participants were identified by local AIDS service organizations that referred children with emotional difficulties associated with parental death. Those referred were visited at home after they gave permission for the organization to release contact information to study personnel. Inclusion criteria were (a) child age 7-13 years, (b) residence in a family home, (c) single or double orphan, (d) age 3 or older when parent died (as younger children might not have specific memories of the death), (e) parental death at least 6 months prior, (f) child and guardian willingness to participate, and (g) child symptoms of grief and/or PTS. Eligibility for the study was identified by total score of 15 or higher for symptoms reported by child or guardian on the UCLA Posttraumatic Stress Disorder-Reaction Index (UCLA PTSD-RI; Steinberg, Brymer, Decker, & Pynoos, 2004) or by a score of 10 or above on the child-reported grief measure (Grief Screening Scale [GSS]; Layne, Pynoos, Savjak, & Steinberg, 1998) . There were 74 children screened; nine did not meet the eligibility criteria; one guardian declined participation. Children (N = 64) were 6.9-13.7 years old (see Table 2 ). Children were assigned groups: 6.9-11.0 years old (M = 9.28, SD = 1.19) and 11.1-13.7 years old (M = 12.18, SD = 0.80). Guardians were over 90% female, predominantly mothers or grandmothers.
Two focus groups were conducted in Moshi by a U.S.-based qualitative interviewer, a Kiswahili translator, and a note-taker. The adult group included 10 local stakeholders from service organizations, faith-based groups, and HIV/AIDS treatment groups. The adolescent group included 10 youth, none of whom were recently orphaned or (to our knowledge) living with HIV/AIDS. Questions focused on local standards for talking with children about death, how children and guardians handle grief, and possible challenges of talking about death in groups. The consensus was that the intervention would be acceptable and beneficial and that groups should be homogeneous regarding child sex and age (7-10 and 11-13 years). Participants noted that guardians often did not know how to help grieving children and that children were reluctant to broach topics related to death with their guardians.
The TF-CBT for CTG protocol ) was adapted to be delivered in 12 weekly groups. The adaptation for group delivery followed guidelines from Deblinger, Stauffer, and Steer's (2001) group-based TF-CBT. Three individual visits with child and guardian were added for the narrative creation following the cognitive-behavioral intervention for trauma in schools model (Stein et al., 2003) .
As described in Table 1 , all TF-CBT components and specific grief elements were provided. Initial sessions (1-3) built a foundation for understanding how loss affects children and Note. TF-CBT = trauma-focused cognitive behavior therapy; PTS = posttraumatic stress; TN = trauma narrative. a 60-minute groups for child and guardian, delivered separately and concurrently; guardian-child conjoint activities where noted. b Individual sessions (IS) conducted at the child's home or a community space, approximately one hour. c Guardians come into children groups, sit with their child, and engage for approximately 20 minutes of the hour session. Guardians are prepared to normalize feelings and provide support and praise.
taught relaxation and coping skills. The trauma narrative (TN) and processing components (sessions 5-8 plus 3 individual) facilitated the child talking about memories individually, in groups, and sharing with their guardian. In corresponding sessions, guardians discussed their own feelings about the TN and ways to support the children. The last sessions (9-12) addressed grief-specific elements, each including a conjoint child-guardian activity. All sessions had the same structure: (a) refreshments, (b) review the previous group, (c) teach new components, (d) assign homework, and (e) preview the next group. Group sessions were 1-hour long on Saturdays in community buildings. Each included eight children with separate groups for guardians. Four were held in an urban location and four in rural Moshi, divided by age group and sex. Individual sessions also lasted approximately 1 hour. Guardians were provided with transportation costs.
The lay counselors were recruited, interviewed, and hired by the board of the local collaborating AIDS services and research organization Tanzania Women's Research Foundation (TAWREF). Desired capabilities included experience in work with children and/or counseling, bilingual in English, willingness to be trained in a new skillset, and willingness to work with the U.S.-based investigators. Three of the four hired counselors had some university-level education, and three had prior work with children. None had any specific mental health experience. Two interviewers, each with prior experience performing evaluations for children and adults, were hired. The U.S.-based investigators were not fluent in Kiswahili; however, the counselors and interviewers hired were bilingual in Kiswahili and English.
The counselors received an initial 10-day, in-person training focused on the TF-CBT for CTG protocol (the second author is an approved TF-CBT trainer), education about grief and children, and counseling basics. Training included didactics and practice with coaching and feedback. The two interviewers were also trained during this period. The counselors practiced with expert oversight (in person; via Skype) for approximately 1 month. In-person supervision in Tanzania occurred on four additional occasions. Note. N = 64, children and guardians.
Protocol fidelity was monitored closely. Counselors completed weekly reports of fidelity to the protocol for each group using report templates developed for this study; they also recorded notes about each child and guardian. The U.S. investigators reviewed reports and discussed them in detail during the weekly supervision calls.
The study was approved by the institutional review boards (IRBs) at Duke University, Kilimanjaro Christian Medical Center in Moshi, and the National Institute for Medical Research in Tanzania in Dar es Salaam. Informed consent from the guardian and assent from the child included consent to the screening for clinical symptoms, and if eligible, group participation. Measures and consent/assent forms were translated and back translated by bilingual native Kiswahili speakers.
Measures
Grief symptoms were assessed by child report using the 10-item Grief Screening Scale (GSS; Layne et al., 1998) . Responses were rated as 0 = none, 1 = little, 2 = some, 3 = much, and 4 = most; and the sum was computed for a total grief score. Layne et al. (2008) reported internal consistency (α = .86) for the GSS used in a school-based study in Bosnia in which inclusion was defined by a score of 10 or higher (the cutoff for eligibility used in our study). Internal consistency for the translated tool (Cronbach's α) was .62.
Children and guardians were assessed for child PTS using the UCLA Posttraumatic Stress Disorder-Reaction Index (UCLA PTSD-RI; Steinberg et al., 2004) . Interrater reliability and criterion-related validity have been reported for children in Zambia (Murray et al., 2011) and Somalia (Ellis, Lhewa, Charney, & Cabral, 2006) , showing convergent validity with the Depression Self-Rating Scale (r = .72, p < .001) and the War Trauma Screening Scale (r = .59, p < .001), respectively. Internal consistency in the Somalia study was α = .85 (Ellis et al., 2006) . Items are rated: 0 = none, 1 = little, 2 = some, 3 = much, and 4 = most; a sum score was computed with high scores indicating more PTS symptoms. Internal consistency for the Kiswahili-translated PTSD-RI for the child self-report was α = .70 and for guardian report, α = .81.
The 25-item Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) was used to measure child behavioral and emotional well-being via guardian report; child self-report is limited to age 11 and older and was not used here. Responses are rated as 0 = not true, 1 = somewhat true, and 2 = certainly true. The Total Difficulties (TD) score is computed as the sum of the 20 items representing four factors associated with difficulties: emotional symptoms, conduct problems, hyperactivity and inattention, and peer relationship problems, with a higher score indicating more symptoms. The 5-item factor indicating prosocial behavior was not included in the TD score. The SDQ is used widely in international studies and translated into 43 languages. Investigations of psychometric properties indicate internal consistency (α = .73; Goodman, 2001) . Internal consistency for the Kiswahili-translated SDQ was α = .78.
The Short Mood and Feelings Questionnaire (SMFQ; Angold et al., 1995 ) is a 13-item screening tool for child depression with child and guardian versions. Scores are scaled 0 = not true, 1 = sometimes true, and 2 = true; the sum is calculated for a total score used in these analyses. Criterion-related validity was shown using the Schedule for Affective Disorders and Schizophrenia (Ambrosini, 2000) , among others. Internal consistency for the Kiswahili-translated SMFQ was calculated for both the child (α = .80) and guardian report (α = .75).
Data Analysis
Bivariate analyses were used to test for baseline differences in symptoms scores by age group, rural versus urban groups, and males versus females. Mixed-effects linear regression models were used to assess changes from baseline to subsequent assessments. Models were estimated with random intercepts to account for time-invariant differences between children; children were nested within groups. Parameter estimates on indicator variables for each follow-up were used to describe the magnitude of change relative to baseline. Regression analyses were adjusted for child age and sex, rural versus urban setting, months since last parent death, guardian sex, orphan status, child relationship to guardian, and the baseline value of the outcome variable. Joint F tests on interactions between follow-up assessments and group membership assessed group-level differences in outcome changes over time. Effect sizes for the two primary outcomes were calculated using Cohen's d. Internal validity for the translated measures was calculated using Cronbach's α. Missing values on child or caregiver characteristics were excluded from the calculation of Ms and SD; missing values on symptom scores were excluded from calculations of Ms and SDs, as well as analyses of changes over time. At most, four values (6%) were missing for any of the variables reported. All analyses were conducted using STATA 13.1 (Stata Statistical Software, Release 13).
Results
Study attrition was low. One guardian who replaced an original guardian declined to continue following the end-of-treatment interview. There was one loss to follow-up after the 3-months follow-up interview. There were no dropouts during the intervention; weekly attendance was over 95% for both children and guardians.
Ninety-seven percent of the referred children reached the cutoff score of 10 on the GSS (range: 4-29, M = 19.50, SD = 5.47). Ninety-five percent met the eligibility cutoff of 15 for child report on the PTSD-RI (range: 10-52, M = 26.15, SD = 9.05), and 63% met eligibility by guardian report (range: 0-46, M = 19.61, SD = 10.83). Ninety-two percent were eligible on both screening tools by child self-report. Table 3 displays the clinical data from pretreatment, end of treatment, and at 3 and 12 months after the end of treatment. Bivariate analyses of the baseline data to compare older versus younger children, rural versus urban, and males versus females on the clinical assessments were performed (not shown). Younger children had higher PTS, t(62) = 2.15, p = .036, and depression, t(62) = 3.66, p < .001, by child report and greater overall difficulties by guardian report, t(62) = 2.15, p = .036, than older children. Children living in urban areas had significantly higher PTS and depression as reported by children and guardians (all p < .04), and lower overall well-being (SDQ) reported by guardians, t(62) = −2.11, p = .039. There were no baseline differences for males versus females.
Children had reduced symptoms on all measures by the end of treatment, with improvements sustained at 3 and 12 months after treatment (all p < .001; see Table 4 ). The same p values were observed when mixed models were analyzed with children nested in groups; intraclass correlations were low (.01-.23). Therefore, we present findings from the parsimonious, disaggregated models. Change scores from baseline to end of treatment are shown in Figure 1 ; the magnitude of symptom change did not differ with child age or sex. Children with more symptoms reported by self or guardian at baseline showed greater improvement by the end of treatment (all measures p < .001, except guardian SMFQ at end of treatment, p = .028).
Effect sizes for the primary outcomes from baseline to end of treatment were d = 1.36 for child-reported grief symptoms, d = 1.87 for child-reported PTS, and d = 1.15 for the guardian report of child PTS.
Discussion
The open trial of TF-CBT for orphaned children with griefrelated and PTS symptoms at least 6 months following parental death involved adaptation of the TF-CBT for CTG model for use with a group, which included individual sessions for trauma narrative development and the integration of local examples and analogies. The adaptation was consistent with previous reports that only limited modification is needed for EBT from HIC to be feasible and effective in LMIC (e.g., Murray et al., 2013; Patel et al., 2011) .
Participating children were at least mildly symptomatic at baseline with 92% meeting the cutoff scores for both grief and PTS symptoms, signifying the consistency between the tools used to establish eligibility. Both children and guardians reported improved child symptoms on primary and secondary outcomes at the end of treatment and at the posttreatment follow-ups at 3 and 12 months. There were no outcome differences by child age or sex. Not surprisingly, children with more symptoms at baseline showed the most improvement. The finding may have been, in part, due to floor effects on the measures or regression to the mean and/or to the natural attenuation of symptoms over time. On the other hand, children who were most symptomatic may also be those most likely to benefit from the grief-focused intervention. The reduction in PTS is similar to three other studies of TF-CBT in subSaharan Africa Murray et al., 2013; O'Callaghan et al., 2013) , two of which were randomized controlled trials. Study limitations should be considered. The study was uncontrolled, prohibiting attributing positive findings solely to the intervention. Improvements may reflect natural symptom change over time, and this limitation can only be addressed by a RCT of this treatment model (currently underway by our teams in Tanzania and Kenya). In addition, potential mediators and moderators of treatment outcomes were not examined in this feasibility study (e.g., guardian-child relationship, guardian mental health status, guardian HIV status, guardian religion and tribe). The nature of the parent's death was not included here because the actual cause of the death is often not known or reported accurately due to stigma. Factors relevant to the child's care likely play a role in the expression of grief and responsiveness to intervention. Future studies should attend to possible cofactors involved in treatment effects to understand determinates of clinical improvement. Further exploration of the role of the guardian's mental health status, involvement with the child, and change during the intervention may help move mental health interventions for vulnerable children in LMIC toward a better understanding of the most critical factors in their care.
Limitations and future directions not withstanding, these findings offer strong evidence for the feasibility of the group adaptation of grief focused TF-CBT in this setting and modest evidence of positive child outcomes. The high rates of attendance by children and guardians are consistent with acceptability of the treatment model. The study represents a first step toward the sustainability of this evidence-based mental health treatment model in a LMIC. The lay counselors trained and supervised during this study are now supervising the lay counselors implementing a current RCT (with oversight by the U.S. collaborators). The third step will be directed toward sustaining local access to the proven treatment model.
